4 disharmony, preference for institutional care, and personal burden; Dabrowska & Pisula, 2010) .
In addition to stressors associated directly with the child with ASD, parents report difficulties in family and marital quality. Such families have lower family cohesion, family adaptability, affection expression, and marital satisfaction than do families whose children do not have disabilities (Brobst et al., 2009; Gau, Chou, Chiang, Lee, Wong, Chou, & Wu, 2011; Higgins, Bailey, & Pearce, 2005; Parker, Mandleco, Roper, Freeborn, & Dyches, 2011) . The negative impact of raising a child with ASD appears to be greater for mothers than for fathers, as noted in research of 151 families of children with autism (Gau et al., 2011) . A study of 391 parents of children with ASD indicates marital difficulties continue to be present when the child with autism reaches adolescence and early adulthood (Hartley, Barker, Seltzer, Floyd, Greenberg, Orsmond, & Bolt, 2010) .
Poor marital quality in parents of children with ASD has led many to erroneously cite an 80% divorce rate for these families (Freedman, Kalb, Zablotsky, & Stuart, 2012) . Yet no empirical studies have validated this finding. One study of 391 parents of children with ASD in two U.S. states has shown a greater likelihood for divorce than other parents, with a 23.5% rate compared to 13.8% (Hartley et al., 2010) . However, a United States population-based, crosssectional survey of 77,911 parents revealed "no evidence to suggest that children with ASD are at an increased risk for living in a household not comprised of their two biological or adoptive parents" (Freedman et al., 2012, p. 545) . But viewing stress and marital discord alone represents only two of many facets of complex family functioning (McCubbin & Patterson, 1983) .
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Respite Care as Potential Support
Three primary types of resources are available to families facing various stressors: personal resources of each family member (e.g., physical and emotional health, financial wellbeing); internal resources of the family system (e.g., cohesion, adaptability, communication, mutual support); and external social support (e.g., respite care). While decades of research have focused on the role of stressors in the lives of families raising children with ASD, relatively little research has focused on external social support. Respite care is an example of an external resource designed to give parents a "short break" from someone who has significant care requirements. Respite care gives family a chance to "'rest', 'refresh', 'relax', 'refocus', 'regroup' and 'recharge'" (Doig et al., 2009, p. 236) . It shifts the focus from the child's needs to the family members' needs, so parents have time to do more typical activities (e.g., go grocery shopping, eat out at a restaurant, clean the house) and to spend time with their spouse and other children without being continually focused on the child who requires vigilant care (Doig et al., 2009 ).
Provision of respite care is based on the characteristics of the individual who requires care (e.g., severe functional limitations, challenging behaviors) and characteristics of the family, such as high stress, low levels of informal support, and financial strains (Nankervis, Rosewarne, & Vassos, 2011) . A number of individuals can provide care (e.g., trained professionals, private providers, extended family members, volunteers), in various settings (e.g., family home, community or residential setting), for various periods of time (e.g., few hours to several days or longer, if necessary), and at various times (e.g., evenings, weekends, overnight). Care can be funded through personal resources or through private or government agencies (Robertson et al., 2011) .
6
Respite care has been shown to reduce caregivers' stress, enable caregivers to complete daily tasks, facilitate the long-term caregiving in the home, provide parents with time to spend with their other children, and help families to live "a more ordinary life" (Robertson et al., 2011, p. 369) . A study of 148 families indicates the provision of respite care is associated with lower rates of foster care placement and maltreatment of children with developmental disabilities, including autism (Cowan & Reed, 2002) . Benefits to siblings and children have also been reported (Langer et al., 2010; Welch et al., 2012) . Although respite care is a positive option that might decrease parents' stress levels and increase marital quality, very few empirical studies have examined the relationship between respite care and marital relationships. A couple of older qualitative studies have reported a benefit of respite care on marriage (Stalker, 1988; Stalker & Robinson, 1994) , and one study reported no significant differences in a small sample of couples who received respite care (n = 48) and those who did not (n = 18) (Bose, 1991) . Furthermore, few studies have examined how respite care is related to marital processes in families raising a child with ASD, and most research neglects the perceptions and experiences of fathers (Robertson et al., 2011) . In addition, no studies have considered how resources in the form of daily uplifts-positive factors to balance out the negative daily hassles-may be related to quality of marriage. Furthermore, studies need to be conducted to determine if respite care is directly related to marital quality.
Rather than viewing the child with ASD as a source of stress and family members' functioning levels as an outcome, as is typical in many studies, the research reported here was designed to more systemically conceptualize the relationships among multiple variables of family functioning (Hastings et al., 2005) . The purpose of this study was twofold: (a) to examine the relationship between respite care and quality of marriage for couples with a child with ASD, 7 with wife and husband stress as potential mediating variables, and (b) to examine maternal and paternal daily uplifts as potential mediating variables. Based on trends from the current literature, we expected to find the following: 1. We predicted that level of respite care would be positively associated with perceived marital quality in both husbands and wives.
2. We likewise predicted that level of respite care would be positively related to parentreported uplifts and negatively correlated with parent-reported stresses in both husbands and wives.
3. We predicted that marital quality would be negatively correlated with daily stresses and positively correlated with daily uplifts in both husbands and wives.
4. We predicted that partner effects from wife daily stress would be negatively related to husband relationship quality and that husband daily stress would be negatively related to wife relationship quality, even when controlling for the relevant actor effects.
Likewise we predicted that wife daily uplifts would be positively related to husband marital quality and that husband daily uplifts would be positively related to wife marital quality.
5. Finally, we predicted that the relationship between respite care and marital quality would be significantly mediated by daily stresses and uplifts.
Methods
Participants and Settings
Participants included 101 mother/father heterosexual dyads of children with ASD who completed the questionnaires either via a web link (n = 89) or on paper (n =12). They were recruited through letters to local schools and programs for students with ASD, autism-specific 8 email list serves, Facebook postings, and national autism community websites such as Autism Speaks. Each partner in the couple was instructed to complete the questionnaire independently.
Inclusion criteria included that (a) the parents had a child with ASD as evidenced by either an IEP classification or a medical diagnosis, and (b) the parents were married to each other. Both partners from 101 different couples completed the questionnaire. The average age of husbands was 39.21 years (SD = 6.89), and the average age of wives was 38.01 years (SD=7.04). The average length of marriage for the couples was 11.89 years (SD=3.12), and the average number of children was 3.09 (SD = 1.65). Mothers were available to be the primary caregivers of the children in the household, with husbands working an average of 41.27 hours (SD = 12.17) and only 4% were unemployed, and mothers worked an average of 12.17 hours per week (SD = .70), and 71.3% were unemployed. Husbands reported an annual household income of $55,353 (SD = $18,649), and wives reported $55,349 (SD = $18, 713) . Approximately 97% of the couples were both biological parents of the child diagnosed with ASD, and approximately 3% were remarried with one of the parents being the biological parent. Most of the participants were White (husbands 82.2%, wives 86.1%); others were Hispanic or Latino (husbands 8.9%, wives 6.9%), African American (husbands 5%, wives 4%), Native Hawaiian/Pacific Islander (husbands .9%, wives 0%), or of another race (husbands 3%, wives 3%). The majority of the participants were from the Rocky Mountain area (53.1%), with 14.9% from the South, 11% from the West Coast, 6.6% from the Southwest, 5.6% from the Northeast, 4.4% from the Mid-Atlantic, and 4.4% from the Midwest. Many of the participants had advanced degrees, with 43.5% of husbands and 43.9% of wives holding bachelor's degrees, 12.5% of husbands and 8.8% of wives holding master's degrees, and 5.1% of husbands and 4.1% of wives holding doctorate/professional degrees. Participants who had completed some college included 26.5% of husbands and 32.4% 9 of wives, while 13.4% of husbands and 10.8% of wives were high school graduates. No participants had less than a high school education.
Measures
Parent Variables
Two scales were used to characterize marriage quality. The Revised Dyadic Adjustment Scale (RDAS; Busby, Christensen, Crane, & Larson, 1995 ) is a 14-item questionnaire used to measure marital adjustment using a 6-point Likert scale ranging from 0 (always disagree) to 5 (always agree) regarding questions such as "How often do you and your mate engage in outside interests together?"; "Please indicate the extent of agreement between you and your partner on making major decisions"; and "Do you ever regret that you married?" The answers to the 14 items on the three subscales are summed, yielding a score that can range from 0 to 70, with 48 being the cut-off score for discriminating distressed from non-distressed couples (Busby et al., 1995) . Higher scores indicate higher perceived marital quality. The RDAS has demonstrated adequate reliability and validity, and loadings for the stated factors range from .74 to .97.
The Revised Experiences in Close Relationships Questionnaire (RECRQ; Fraley, Walker, & Brennan, 2000) measures the degree of attachment in a romantic relationship. It is comprised of two subscales, measuring anxiety and avoidance, both with 18 items based on a 7-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). Examples from the Anxious Attachment subscale include "I am afraid I will lose my partner's love" and "I often worry that my partner does not really love me." Examples from the Avoidant Attachment subscale include "I find it difficult to allow myself to depend on my partner" and "I prefer not to show my partner how I feel deep down." Answers to the 18 items on each subscale are summed, and total scores can range from 18 to 126. Reported reliability coefficients are above .90 (Fraley et al., 2000) , and convergent validity with the Adult Attachment Interview (Main & Cassidy, 1988) is .64 for the attachment and .68 for the avoidance sections.
Two latent variables for marital quality were created, one for the husband and one for the wife, with the RDAS total score and the Anxious and Avoidant Attachment scales from the RECRQ as indicators.
Daily Hassles and Uplifts
Latent variables regarding stresses and uplifts were created from the Hassles and Uplifts Scale (HUS; Lazarus & Folkman, 1984) . The HUS includes 53 descriptions of daily events related to work, money, and extended family. Participants indicate how much of a daily hassle and how much of a daily uplift they experience from each item, using a Likert scale from 0 (not at all) to 4 (extreme). Item frequency is calculated by counting the number of items that have a score greater than zero (range 0-53), while the intensity scale is calculated by summing the scores of all items (range 0-212). The HUS has been found to correlate with both illness and distress, with good test-retest reliability for both hassles and uplifts (Touliatos, Perlmutter, & Straus; 1990) . The stress and uplifts latent variables each included two indicators, frequency and intensity, and were calculated separately for husbands and wives.
Respite Care
Respite care was measured with two questions. The first question asked respondents to indicate how much respite care they were receiving in hours and minutes from Monday through Friday in a typical week. Respite care was defined as "planned care for the child with autism to provide relief to the permanent caregiver." The second question asked how much respite care they were receiving on typical weekend days, Saturday and Sunday. The answers to these two questions were summed to create a total number of hours for respite care. If more than one child with ASD in the family was receiving respite care, the researchers added the hours for the second or third child unless the parent reported that the respite hours occurred at the same time as the reported hours for the first child. In other words, we did not double count hours if two or more children were receiving respite care during the same exact hours. Since both husbands and wives responded to this question, their respective sums of hours and minutes of respite care were the two indicators for the latent variable number of hours of respite care.
Demographic Questionnaire
The demographic questionnaire included questions about parents' ages, length of marriage, annual household income, hours of employment, education level, and race; also about the number of children, their ages, and genders; along with the medical diagnoses of the child/or children with ASD. These variables were used as control variables in the analysis. One question about their satisfaction with their respite care provider was also included.
Research Design
This study was a multivariate correlational design using AMOS 16 (SPSS, 2009) to perform structural equation modeling. An Actor Partner Independence Model (APIM; Kenny, Kashy, & Cook, 2006) was used to estimate the effects of the independent variable (amount of respite care) on the dependent variables (husband and wife relational quality). The indirect paths through husband and wife daily stress were also estimated. The APIM included the actor effects, or the paths between the same person's variables (e.g., number of hours of respite care to husband's relational quality as well as through husband's daily stress). The same relationships were examined for the wife. The partner effects were the influences of each partner's variables on his or her spouse (e.g., number of hours of respite care predicting husband's relational quality filtered through the wife's daily stress, and the partner paths for the husband's daily stress to the 12 wife's relationship quality). A second APIM model was also created in which husband daily uplifts and wife daily uplifts were substituted for husband stress and wife stress as potential mediating variables.
As can be seen in Figure 1 , the error terms for the mediating variables as well as husband's and wife's latent relationship quality were correlated since both partners were reporting on their marriage.
<Insert Figure 1 here>
Statistical Analysis
The first step in the analysis was to examine descriptive statistics. Means, standard deviations, and correlations between all variables were calculated. In the next step, confirmatory factor analysis was used to determine factor loadings for indicators on each latent variable for both the model with stress as the mediator and the second model with uplifts as the mediator.
Factor loadings for the measures of latent variables ranged from -.81 to .99 (see Figures 2 and 3 ).
Then unstandardized and standardized beta coefficients were calculated to determine the strength of the direct and indirect paths in both structural models, one with husband stress and wife stress as mediating variables and one with husband uplifts and wife uplifts as potential mediating variables. Sobel tests were calculated to determine if the mediation effects were statistically significant.
Results
The study included 118 children (42 females, 76 males) from 101 families. Ages of the children with ASD ranged from 1 to 33 years ( x = 8.23; SD = 3.54). Parents self-reported the child's diagnostic classifications, as shown in Table 1 . Because this was a web-based questionnaire study we did not obtain any additional confirmation of diagnosis. Parents reported Running Head: RESPITE CARE, MARITAL QUALITY, AND STRESS 13 that 63.6% of the children received some type of respite care. Of the types of respite care, 28.0% was provided by grandparents, 26.7% was provided by a babysitter, 21.3% was provided by a community agency, 16.0% was provided by extended family, and 8.0% was provided by a combination of the above. Of those parents receiving respite care, 88.6% reported being satisfied with their care provider.
<Insert Table 1 here> Table 2 shows means, standard deviations, and correlations for key variables including respite quantity; stress, hassles and uplifts; and relationship quality. These were all correlated in the expected directions. In this section we highlight the correlations between respite care and marital distress. Distressed marriages, as determined by Revised Dyadic Adjustment Scale (RDAS) cut-off scores below 48 (Busby et al., 1995) , were reported by 14.8% of husbands and 16.7% of wives. Independent t-tests showed that RDAS mean scores from this sample were not significantly different than those of a sample of 581 patients with coronary artery disease (Kazemi-Saleh, Pishgou, Farrokhi, Assari, Fotros, & Naseri, 2008) . Table 2 shows that the amount of respite care was significantly related to marital quality, including significant positive correlations with RDAS total scores for both husbands and significant negative correlations with the RECRQ for both anxious and avoidant attachment, for both husbands and wives.
Correlational Data
<Insert Table 2 here>
Structural Model Results
In terms of determining appropriateness of using Structural Equation Modeling (SEM) for a sample size of 202 (101 husbands and 101 wives) Kline (2011) recommends the ratio of cases (N) to substantive parameters (q) be at least 10:1; however, a simulation study performed by Nevitt and Hancock (2004) found that even with non-normal data, test statistics still performed adequately with samples between 50 and 100 cases. showed that the hypothesized model was a good fit to the actual data. husbands' relationship quality increased 6.14 units. Figure 3 shows the results for the model with husband and wife uplifts as potential mediators. As was true for the first model, the overall fit showed that the data had good fit with As shown in Figure 2 , the only control variable that was a significant predictor was number of children which was positively related to wife daily stress (β=.29, p<.001), and negatively related to relationship quality for both wives (β=-.21, p<.01) and husbands (β=-.31, Figure 3 , number of children was negatively related to daily uplifts for 
p<.001). As shown in
Mediation Results
Our final hypothesis was that relationships between respite care quantity and relationship quality would be significantly mediated by daily stresses and uplifts. This hypothesis was partially supported by our data. A Sobel Test showed that wife daily stress significantly mediated the relationship between number of hours of respite and wife marital quality (Sobel=8.41, p<.001), but wife daily stress was not a significant mediator of the relationship between the number of hours of respite and husband marital quality (Sobel=.38, p=.37).
Husband daily stress was a significant mediator between number of hours of respite care and husband marital quality (Sobel=5.25, p<.001).
Four additional Sobel Tests were performed for each of the mediating paths in the model shown in Figure 3 . The actor effects paths were each statistically significant (Sobel=8.84, p<.001for the path through wife uplifts to her marital quality; Sobel=20.87, p<.001 for the path through husband uplifts to his marital quality). The partner effects paths were likewise significant (Sobel=8.45, p<.001 for the path through wife uplifts to husband marital quality; Sobel=18.90, p<.001 for the path through husband uplifts to wife marital quality).
Discussion
We hypothesized a strong positive relationship between respite care and marriage quality in couples raising a child diagnosed with an autism spectrum disorder. We further hypothesized that daily stresses and uplifts experienced by parents would mediate this relationship. These hypotheses were supported by online survey data collected from 101 mother/father dyads who were raising a total of 118 children with ASD. Figure 4 provides a summary of this overall model.
<Insert Figure 4 here>
Respite Care and Marital Quality
Marital quality is an important factor in the well-being of parents of children with developmental disabilities, contributing to lower rates of depression and parenting-related stress, as well as greater parenting efficacy (Kersh, Hedvat, Hauser-Cram, & Warfield, 2006) . Previous research has suggested that couples raising a child with ASD have been reported to have lower marital happiness than other couples (Higgins et al., 2005) . The current study found similar levels of distressed relationships in a sample of parents raising a child with ASD compared to a large sample of medical patients (as reported by Kazemi-Saleh et al., 2008) , with approximately 16% of couples reporting distress in their marital relationships. While there are several marital processes which we did not investigate in this study that might be significantly related to the outcome variables, results confirm that support factors outside of the immediate family system significantly predict marital quality, with the number of hours of respite care being related to marital quality for both husbands and wives. Particularly impressive was the finding that just one additional hour of respite care per week was related to an increase of 6 to 7 points in marital quality, which is approximately one half of a standard deviation. Thus if a husband or a wife scored 43 on the Revised Dyadic Adjustment Scale, one hour of additional respite care might raise the score by 6 points--moving the couple from the distressed to the non-distressed range.
This finding offers hope to couples parenting a child with ASD: one somewhat straightforward way to strengthen their marriage is the use of available respite care.
Respite Care and Stress
Parents raising children with ASD, particularly mothers, have been reported to experience high degrees of stress and severe inadequacies in support and respite care (Dillenburger, & McKerr, 2011; Hastings et al., 2005; Estes, Munson, Dawson, Koehler, Zhou, & Abbott, 2009; Sawyer, Bittman, La Greca, Crettenden, Harchak, & Martin, 2010) . Limited empirical research supports the benefits of respite care on aspects of parental well-being such as anxiety and stress in families raising children of various ages with ASD (Barker, Hartley, Seltzer, Floyd, Greenberg, & Orsmond, 2011; Dillenberger & McKerr, 2011) ; however, respite care may be one of the strongest stress relievers for families (Ruble & McGrew, 2007; Tehee et al., 2009) . The findings of the present study confirm the benefits of respite care for reducing perceived stress in both wives and husbands. Previous findings in research on parents of children with ASD have been inconsistent on whether mothers experience more stress than fathers (see Hastings et al., 2005; Tehee et al., 2009) . Our findings that mothers and fathers reported similar stress levels may be related to the fact that stress was measured by daily hassles rather than by specific parenting stressors.
Respite Care and Daily Uplifts
A unique contribution of the current study is the finding that number of hours of respite care is also positively associated with uplifts, especially for fathers. Additionally, both wives and husbands seem to label many people and events as both stressors and uplifts, with wives endorsing 62% of items and husbands endorsing 58% of items as both a stressor and an uplift.
For example, 88% of wives and 82% of husbands felt that their children with ASD were in both categories. Finding positive meaning in the midst of such difficult parenting conditions is essential for good mental health (Myers, Mackintosh, & Goin-Kochel, 2009 ).
Mediating Role of Daily Uplifts and Stress on Marital Quality
Similar to research from Lickenbrock, Ekas, and Whitman (2011) which found that 19 mothers who perceived their child in positive terms had adaptive marital adjustment and wellbeing, our results show significant relationships between daily uplifts and marital quality for both husbands and wives. Our path models show that husband uplifts was a stronger mediator than wife uplifts in the relationship between hours of respite care and both husband and wife marital quality. But wife stress was a stronger mediator between hours of respite and wife and husband marital quality. Stated simply, maintaining higher levels of positive perceptions by husbands and reducing levels of perceived stress in wives positively impacted marital quality in relation to the number of hours of respite care provided.
The finding that stress and uplifts only partially mediated the relationship between number of hours of respite care and marital quality indicates that other processes may mediate these relationships. Our correlational findings may be related to other variables. For example, it is possible that parents who perceive more uplifts in their lives might be more likely to seek respite care services than other parents. It may be that respite care allows couples to spend time together because they have been temporarily relieved of caregiving responsibilities. Also, parents are likely to have sources of uplifts outside of the context of parenting a child with ASD (Kersh et al., 2006) .
Additional factors related to parental stress may include the child's behavior, caregiver burden, financial stress, and social isolation. Respite care gives parents a break from the child who may have challenging behaviors, potentially decreasing the stress of the parents. Problem behavior of children with ASD is related to the stress of parents (Brobst et al., 2009) , and these behaviors are more predictive of parental stress than the child's adaptive behavior and severity of autistic symptoms (Hastings et al., 2005) . When parents' stress is reduced, parents are likely to cope more effectively with their children's behaviors, leading to more adaptive family 20 functioning. Parents raising children with ASD also have a high level of caregiver burden (Lee et al., 2008) , which, according to the findings of this study, might be alleviated through respite care. Financial stress may be a factor related to couples' stress, since raising children with ASD is more expensive than raising children without ASD (Liptak, Stuart, & Auinger, 2006) , and often one parent is not in the workforce due to caregiving demands (Baillargeon, Bernier, & Normand, 2011; Cowan & Reed, 2002; Dillenburger et al., 2010) . Social isolation is another factor that may be related to parental stress, as many parents of children with ASD have reported feeling isolated from their peers and community (Higgins et al., 2005; Nankervis et al., 2011; Rao & Beidel, 2009 ). Therefore, support for reducing stress in parents raising a child with ASD is warranted, particularly for mothers, who tend to spend a great deal of time caring for their children as primary caregivers (Benson, Karloff, & Siperstein, 2008; Cowan & Reed, 2002; Crowe & Florez, 2006; Lee et al., 2008; Sawyer et al., 2010) and who may experience mental health problems (Hastings et al., 2005; Sawyer et al., 2010) .
Strengths and Limitations
The strengths of this study include the use of multiple respondents, multiple indicators of the variables, control for measurement error, and the APIM (actor-partner interdependence model) in which husbands and wives actually married to each other were the participants. Many studies of relationships use samples that include separate samples of husbands and wives who are not married to each other. Nonetheless, a significant limitation of this work is that the sample was not selected randomly. Participants were volunteers who responded to targeted invitations and may represent a particularly high level of family functioning. The sample included primarily Caucasian families from the Intermountain West area of the United States and may not generalize to other geographic and cultural norms. Because questionnaires were completed at 21 participants' homes, we cannot rule out the possibility that parents collaborated in completing the questionnaires, although we asked them not to do so. If some collaboration did occur, the associations between mothers and fathers are likely inflated. Furthermore, we did not specifically ask who served as the primary caregiver of the child with ASD, although many studies of parents of children with disabilities indicate mothers as the primary caretaker (Benson, Karloff, & Siperstein, 2008; Cowan & Reed, 2002; Crowe & Florez, 2006; Gray, 2003; Lee et al., 2008; Sawyer et al., 2010) , and 82% of the fathers in our sample were employed more hours than mothers, and only 1% of the mothers were employed more hours than the fathers. An additional limitation may be related to self-report bias regarding the number of hours of respite care and the self-reporting of the child's diagnosis.
Implications for Research, Policy, and Practice
While the current study addresses a call to increase research regarding fathers' perceptions of respite care (Robertson et al., 2011) , several questions remain. One question is whether increasing the number of hours of respite care for couples would actually raise their marital quality. Intervention studies using controlled respite care as the independent variable are necessary to answer this question. Several other questions need to be answered. Is it the quality or quantity of respite care that influences marital quality? What stressors does respite care relieve? Are there differences between couples who spend time together during respite care and those who use the time to complete individual tasks? Does spending time together make a difference in marital quality, or does simply having a break from the child with ASD make a difference?
The findings of this study are relevant for policymakers, practitioners, and families of children with ASD. Policies that encourage broad accessibility of flexible, responsive, and 22 compassionate respite care are warranted (Oliver & Mossialos, 2004; Sawyer et al., 2010) . Such policies should ensure equality of access to care regardless of the specific diagnosis, age, or behavioral challenges of the child or the socio-economic status, geographic location, or awareness of respite care availability of the family (Doig et al., 2009; Oliver & Mossialos, 2004) .
Many parents are unaware of the options available. As one parent stated in a previous study (Dillenberger, Keenan, Doherty, Byrne, & Gallagher, 2010, p. 18 Implications from these findings are important to professionals who work with families raising a child with ASD. Practitioners need to know the respite care options that are available.
Counselors, therapists, psychologists, physicians, school administrators, special education teachers, social workers, and family advocates must be unified in their approach to informing parents and helping them access both formal and informal respite care services. They cannot assume that facilitating access to respite care is the responsibility a separate provider or discipline. A coordinated approach to helping parents obtain and navigate ongoing respite care is long overdue. A model for building social capital by establishing a system of paid and unpaid caregivers is described by Zloty, Roger, and Lobchuk (2011). Options to strengthen networks of caregivers, such as using university students, are described in detail by Openden, Symon, Koegel, and Koegel, (2006) and by Murphy and Verden (2012) .
Schools and other agencies that provide parent training or other parental support groups should provide respite care during these meetings (Zloty et al., 2011) . As noted by one parent of a child with ASD, "Agencies often set up meetings, training sessions, and workshops for parents, without offering supportive services like child care, and wonder why parents don't show. Those who cope best will be there; the others will need to be lured" (Sullivan 1979, p. 116) .
Respite care needs to be provided by people who can be trusted and trained so families feel comfortable in leaving their child with ASD (Thompson & Emira, 2011) . Professionals could provide training for extended family and community members who are willing to give respite care so they can be confident in how to handle challenging behaviors and to facilitate social skills and effective communication.
Conclusions
The findings of this study fill a gap in the literature regarding a pervasive and enduring need for families raising children with ASD -respite care. The findings are important to the field because, unlike most research regarding families raising children with ASD, perspectives of both mothers and fathers were assessed. Results indicated that the number of hours of respite care is related to marital quality for both husbands and wives who have a child diagnosed with ASD. Respite care appears to affect marital quality through the individual levels of stress and uplifts of both mothers and fathers. Respite care helps reduce stress, which in turn affects marital quality. Lack of respite care was related to higher stress of both mothers and fathers, and additional hours of respite care was related to higher uplifts of both parents. Policymakers should consider establishing guidelines for providing respite care, as it affects the quality of family life for those who have a child diagnosed with ASD.
For decades parents of children with ASD have yearned for appropriate support to "relieve the family of 'unending front-line fatigue'" (Sullivan, 1979, p. 114) 
